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This article examines, through the lenses of HIV-positive people, the unique
phenomenon of identity transition. This research proposes that life-
changing illnesses, such as HIV, are an undesired ‘possession’ that people
accept to varying degrees, which we refer to as ‘ownership’. While illnesses,
such as HIV compel individuals to undergo a transformation process that
usually begins with a deep feeling of detachment, and then proceeds to
acceptance of their illness, and to feeling empowered and in control of their
HIV status and lives, this process is very complex and non-linear as it
involves many iterative progressions in identity transition. These transi-
tions are highly individualistic; however, the underlying theme is that the
more positive trajectories were those of people who focus on their new lives,
living with HIV (i.e. taking ownership of their illness), rather than focusing
on what they have lost when they became HIV-positive. The findings
demonstrate that identity transition is a result of the ways that individuals
rework, negotiate and transform their roles, actions and behaviours
through their active engagement with support mechanisms. This study
suggests that it is vital to promote positive interactions with support
mechanisms to ensure that those with HIV view themselves positively.
Keywords: identity transition; ownership; HIV
Introduction
The world’s HIV landscape has undergone dramatic changes in recent years that
have resulted in the stabilisation of a number of people living with HIV and, most
importantly, in lowering number of AIDS-related deaths (UNAIDS, 2008). These,
though positive trends, posit new challenges, specifically in understanding the ways
in which people are empowered to live with an HIV-positive diagnosis. How
HIV-positive people negotiate and position themselves within broader societal
relationships is pertinent to their identity transition and transformation. ‘An identity
is a definition, an interpretation of the self . . .People who have problems with
identity are generally struggling with the difficult aspects of defining the self, such as
the establishing of long-term goals, major affiliations, and basic values’ (Baumeister,
1986, p. 4).
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There are contradictions, changes and transformations in the way that people
construct their ‘self’ and the relational interaction between themselves and society,
both generally and in regard to people who are HIV-positive. What is less explicit is
the underlying meaning of the construction of personal identity as it occurs through
an endless process of negotiation whereby the individual’s identity is reconstructed.
There is often a shift from the ‘inner-directed’ to the ‘other-directed’ personality.
Warde (1996) states that identity construction is achieved through affiliation to
groups, a sense of belonging (Munro, 1996; Tewksbury & McGaughey, 1998),
community membership, and therefore identification of one’s position in the broader
social network structure. Thus, aspects of identity are co-produced through the
individual’s involvement in social networks. It has been documented that social
support reduces the likelihood of trauma-related stress by raising beliefs in one’s
self-efficacy rather than directly (Benight & Bandura, 2004). The exercise of
self-efficacy results in maintaining an identity structure that is characterised by
competence and control, while its absence is associated with constraining and
impairing level of functioning (Bandura, 1997).
Although prior work has widely focused on coping and the actual life experiences
of people living with HIV/AIDS (PLWHA) (Crossley, 1998; Uphold & Mkanta,
2005), fewer studies have been devoted to the exploration of identity construction or
identity transition among HIV-positive people (Baumgartner, 2007; Flowers et al.,
2006; Tewksbury & McGaughey, 1998). Although Pierce, Kostova and Dirks (2003)
suggested how possessions and ownership infuse identity transition, they did not
extend the discussion to consider the ways in which these concepts may influence the
identity transition within the context of illness, even though numerous works discuss
the role of health and illness as core components of identify (Tewksbury &
McGaughey, 1998). Thus, an investigation into the interplay between undesired
possession (i.e. becoming HIV-positive) and its ownership may allow researchers to
further advance the nature and the scope of inquiry into identity transition among
people living with HIV.
The aim of this study is to contribute to our understanding of how the sense of
ownership shapes identity, particularly in a distinctive context – HIV illness. As Belk
(1988) and Gentry, Kennedy, Paul, and Hill (1995) suggested, it is not only the
possession of goods that is important, but their loss also affects an individual’s
identity. Extending this perspective, we suggest that the state of health or illness of
individuals can be considered as a possession and that individuals develop a
proprietary attitude to this through a psychological feeling of ownership. As Pierce
et al. suggested, ‘control, intimate knowing and investment of self are three paths to
achieving a state of ownership’ (2003, p. 95). The level of ownership, be it of health or
illness, then shapes the individual’s identity. Ownership has generally not been
examined within a health context, with the exception of Winlkelman, Leonard and
Rossos (2005). In their work, they referred to illness ownership, which was defined as
‘the capacity of the patient to act on his or her own behalf when appropriate to
directly influence his or her illness trajectory’ (2005, p. 309). Being diagnosed with
HIV could be considered as the acquisition of a new, albeit undesired, possession that
is an ‘invasion’, as Sontag (1991) metaphorically called it. The individual ultimately
evolves to focus on what has been acquired, rather than on what has been lost.
In our study, we adopt an approach where identity is based on structural
symbolic interactions (Gerhardt, 1990) and practices that involve association with
ownership of an illness. We seek to understand and explain how social structures
2 Y. Tsarenko and M. J. Polonsky
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affect the individuals’ perceptions of self and how their self-identity affects their
social behaviours (Stryker & Burke, 2000). It is not possible to understand behaviour
without understanding the specific meanings that people attach to themselves, their
possessions and to society (Belk, 1998). The dynamism of these interactions within
their social environment not only has the potential to affect people’s perceptions of
themselves and society, but in some situations compel them to re-evaluate the
relationship paradigm between their self and society (Goffman, 1963). A range of
studies has been conducted that focus on how a variety of illnesses can serve as
stressors affecting identity. Disruption to one’s life through a loss of ‘good health’ is
compounded by inhibited potential for maintaining pre-existing interactions with
society (Dean, 1986), which results in a redefinition of one’s identity that initially
focuses on what they have lost rather than on what they still ‘own’ (Asbring, 2001).
Being diagnosed as HIV-positive, therefore, results in one acquiring an undesired
possession. Some researchers have suggested that there is a disability culture in
society that generally stigmatises individuals with an illness, not just HIV (Millen &
Walker, 2001), potentially reinforcing a negative self-image of unwell individuals.
Being diagnosed with an illness, such as HIV is a point of conflict, contradiction,
ambiguity and sometimes ambivalence which immediately has an impact upon self,
resulting in people feeling damaged (Asbring, 2001; Baumgartner, 2007; Goffman,
1963; Millen & Walker, 2001; Rimmon-Kenan, 2002).
Thus, this research aims to address the following research questions: what is the
underlying process of acknowledgement of an undesired possession as part of one’s
identity? What role does engagement (i.e. level of ownership) play in this
acknowledgement?
Method
Our hermeneutically grounded interpretive research framework focuses on discover-
ing personal stories and experiences. The narrators of these stories recount their
experiences as a prime locus of discovery (Murray, 1999; Whitehead, 2004). Identity
is the product of interaction of inner self with the social world. As such, the
respondents – as ‘self-narrators’ – use their life stories to articulate their self-
constructed identity, highlighting the particulars of events or facets of events, that
they perceived as significant. These narratives constitute the two main elements in
the hermeneutical circle – personal life history as a text and interpreted meanings of
living with HIV. These two elements are linked through personalised cultural frames
of reference and dialogical transformations, which interact on a reciprocal basis.
Sample
This research has been undertaken over 2 years and we have engaged with a range of
HIV community-based support organisations, medical practitioners and government
agencies in Australia. Information flyers were used to promote the project directly to
individuals through a range of community-based organisations in order to recruit a
cross-section of respondents for this study. In addition, support workers agreed to
disseminate information about the project to clients directly. Individuals who were
interested in participating in the study, phoned or emailed researchers to arrange
times and locations for an interview. This process resulted in 15 self-selected
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HIV-positive people residing in or near the capital in one state of Australia, who are
the key respondents for this study. The process of recruiting additional respondents
ended when theoretical saturation was achieved (Strauss & Corbin, 1998).
The participant profiles are presented in Table 1. Interviews were conducted in
various locations, based on each respondent’s preference. Each interview lasted from
1.5 to 3 h. The University Human Research Ethics Committee approved the research
protocol. Prior to the interview, those agreeing to participate were asked to sign a
consent form assuring anonymity, which was audio recorded and transcribed
verbatim and the transcripts became the data for the exploration of identity
transition.
Of the respondents in this study, 12 individuals had acquired HIV from 11 to
more than 25 years ago; however, three had been diagnosed with the virus relatively
recently (less than 2 years). While our research questions examined the identity
trajectories of people who have lived with HIV, the newly diagnosed were likely to be
in the earliest stages of identity transition. Inclusion of these respondents is justified
as it allows us to gain a broader perspective of the path towards illness ownership, as
identity transformation takes place over time (Baumgartner, 2007). The respondents
varied in the degree of disclosure of their HIV status, with three respondents
concealing their status from friends and family, while four publicly disclosed their
HIV status. The remainder of the respondents exercised a degree of discretion and
selectivity regarding how and to whom they disclosed their status. The sampling
presented a challenge in that we wanted to study the heterosexual HIV population, a
group that has been explored to a lesser degree in the literature. Australia’s
homosexual population represents the dominant proportion (over 70%) of PLWHA
(Guy et al., 2007) and thus the sources are usually non-heterosexual respondents as
they are easier to access. Those in the non-heterosexual group also, frequently, have
broader ‘group’ relationships and resources to draw upon (Tewksbury &
McGaughey, 1998).
Data collection
The data collection followed the convention of phenomenological interviewing.
We were interested in the evolution of identity transformations from pre-illness to a
new post-diagnosis identity. To achieve our objectives, we allowed respondents both
to construct and to interpret their personal ‘identity-constituting’ meanings of inner
self and their relationships with society. Each interview started with the respondents
telling their life story, thus allowing each participant to discuss experiences in
his/her own words (McCracken, 1988). Many interviewees discussed aspects of their
childhood years, relationships with their parents, siblings, extended family members
and friends. All interviewees specifically emphasised the ‘turning point’ in their lives
when they were diagnosed with HIV. They also discussed the circumstances in which
they acquired the virus, how they came to be diagnosed and their initial reaction to
this dramatic event. The discussion naturally required that they reflect on their inner
self, close associates and on the way in which they currently perceive themselves and
define their identity within the broader society, which has been used in other identity
transition research related to HIV (Baumgartner, 2007; Tewksbury & McGaughey,
1998). These life stories served as a basis for the second component of the interview,
which involved dialogical exchange between interviewer and interviewee based on
4 Y. Tsarenko and M. J. Polonsky
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using semi-structured questions to gain further understanding of what it meant to
live with HIV, drawing on the experiences related by each individual. This dialogue
was a natural continuation of their life stories where respondents were asked to
discuss and reflect on specific aspects of their lives with HIV and how it shaped their
identity, especially in terms of how the individual interacted with friends, family and
support organisations. Hence, a diverse range of internal and external influences on
identity transition was discussed with a specific focus on those forces that promoted
or impeded adjustment to living with their HIV-positive status.
Data analysis
Our interpretation of the verbatim interview texts has been constructed through a
hermeneutical logic that involves a continuous movement of dialectical tacking
between the part and the whole, between individual accounts and the emerging
understanding of the full set of textual data (Geertz, 1979; Murray, 1999; Thompson,
1997). The hermeneutical perspective was implemented through detailed readings of
each interview transcript to derive meanings, experiences and metaphors described
by informants. All interviews were conducted by the first author. As an interview was
completed, two researchers independently read, reflected on and conducted a
preliminary interpretation of concepts derived from each transcript. Then after
extensive discussions, detailed data analysis and classification of categories were
carried out using NVivo 8.0 and the themes and concepts that emerged were
subsequently refined for axial coding. During this process, we tried to identify the
range of perspectives expressed during interviews, which were related to the same
concept. Below we provide an integrated discussion of the individuals’ stories, which
support the main themes we developed in this study.
Results
This section presents three main themes that emerged from interviews with
respondents. The three core threads of these themes produce insights into whether
individuals gain acceptance and control of their new circumstances, acquire
knowledge about their new lives and invest in rebuilding their selves – the three
main paths to achieving a state of ownership. Each of these three themes and
associated sub-themes are discussed in the following sections.
Acquiring the undesired possession: me? not me, why me?
As we described in the introduction, an individual’s identity is constantly changing.
This is especially true of those with HIV who in fact may face a range of ‘turning
points’ in their identity (Baumgartner, 2007). In interviews, respondents told their
stories beginning with their childhoods and families, progressing to adolescence and
maturity, and reflecting on both the positives and negatives during various periods of
their lives (Bury, 1982). These natural progressions in their narratives through
storytelling, allowed them to arrive gradually at the turning point in their lives: being
diagnosed as HIV-positive. While all of them were diagnosed under different
circumstances, which varied from not feeling well to a routine health check as a work
requirement, none of them expected to be HIV-positive under any circumstances.
6 Y. Tsarenko and M. J. Polonsky
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At the initial stage of transition, all but two of the respondents had only a very
superficial knowledge about HIV, derived mainly from Australia’s highly fear-laden
social marketing campaigns in the late 1980s. None of the respondents ever
considered that it would be possible for him/her to become HIV-positive. Thus, the
initial diagnosis was, as Burke (1991) stated, a disruption and interruption of the
identity process.
‘At that stage I just wanted to kill myself – I just wanted to end it. I didn’t want
to know nothing. I didn’t want to talk to him. I didn’t want to know nothing at all’
[Rose].
‘Absolutely devastated. I didn’t know whether to cry, laugh, whether I wanted to die. It
was very difficult. I had no family around me, only my son. Yeah, very numb for quite a
while. Just very numb and confused’ [Alex].
These quotations highlight people’s typical initial reactions to their HIV
diagnosis as a shocking and traumatic event for everyone without exception and
this may be greater than may occur in samples from the non-heterosexual
community. Stressful as this may be, it was also identified as the beginning of a
new journey into uncertainty, which is marked by fear and ambivalent expectations
about what the present and future may hold.
Interviewees responded to the negative impact of this diagnosis differently.
Some respondents needed substantial time to come to grips with being HIV-positive
and initiate the process of redefining him/herself as someone living with HIV.
Tom revealed that at first he could not accept his diagnosis and that he was in denial,
believing that he could not have HIV as it was the disease infecting only gay men or
intravenous drug users: ‘Where I thought, oh poofs and drug addicts, you know . . .’
‘I was sitting in his surgery and he came out and he said, ‘I’ve got some bad news for
you’ and I looked up at the clock. It was three minutes past three and I’ve always
remembered that time. He said, ‘You’ve got HIV.’ I said, ‘Nooo! You’ve got the wrong
bloke. You mixed the bloods up, you know . . .’ He said, ‘No, that’s why we got you
back for the second lot of bloods.’ Anyway, I accepted that . . .Not really! I didn’t accept
it really at the time . . . I got dragged for a month . . .’ [Tom].
Tom’s reaction is an example of an attempt to preserve his prior identity or the
status quo. He emphatically rejects his newly acquired undesired possession. He is
disengaging through denial and avoidance.
HIV diagnosis had an immediate impact on all respondents’ behaviours and
identities. In some cases, this resulted in traumatic and irreversible decisions,
especially for the women who were more socially vulnerable as a result of being
HIV-positive.
‘I was pregnant at the time. And I had to make a decision, and the decision was to get
rid of the baby’ [Sue].
Sue’s decision reflects her lack of knowledge about HIV and information about
the support that she could have accessed had she been able to engage with HIV
support groups. She admitted that at the initial stage, she did not have enough
knowledge and was living in complete isolation together with her husband. The
above statements identify the physical, emotional and psychological loss initially
experienced by those acquiring an undesired possession. This is consistent with the
view that an illness brings about a feeling of being damaged (Asbring, 2001;
Baumgartner, 2007; Millen & Walker 2001; Rimmon-Kenan, 2002), which
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incorporates the notion of an illness as stigmatising or ‘contaminating’ the individual
and resulting in a ‘spoiled’ identity (Goffman, 1963).
‘It’s something that I wish I never had and I always say: ‘‘Why me, why did I deserve all
this?’’ You know like I would walk around like a zombie, like why me, what’d I deserve
this for? But I’ve always been a pleasant person, always, even though I like to have a
joke with everyone and that; I never harmed anyone, never killed anyone [laughs]. Like I
said I always try to help if I can’ [Rose].
‘Why me?’ is the reaction that many people experience in response to illness
(Mayers, Naples, & Nilsen, 2005; Rimmon-Kenan, 2002). However, it is not always a
case of searching for the answer to this question alone, but rather of finding the
means of living with the trauma of illness. In a few instances, people used their illness
as a trigger to establish new goals and re-motivate themselves to achieve long-held
ambitions (Richards & Folkman, 2000). Being diagnosed more recently, in a time
when the HIV virus is treated as a manageable disease, meant those recently infected
viewed the changes they face differently. Sam, while acknowledging the fact that this
will bring about significant changes in his life also recognises that this is not the end.
‘I’m not going to – I’m not going to do anything silly or start drinking or start taking
drugs and thinking it’s all finished and going to hit the wall . . .’ [Sam].
This indicates that both the individual and society’s perception of the disease is
now different, as it is no longer seen as a death sentence, but is increasingly being
viewed as a chronic illness that can be lived with (Moskowitz & Wrubel, 2005).
Engagement with support mechanisms
In response to trauma, our respondents described both their degree of engagement
with a number of social support mechanisms and the path they took to engage with
those support mechanisms, as well as how it affected their identity transition. Within
this study, we identified the following three sub-issues related to support: family, peer
support and instrumental. The importance of these factors has also been noted in the
literature on identity transformation (Stryker & Burke, 2000), and involvement with
social support has also been found to influence both the health outcomes of
individuals and the way they view themselves (Gonzalez et al., 2004).
Family social support
The discussion of how people redefined their identity after becoming infected with
HIV revealed that people changed the way they viewed themselves as well as how
others viewed them. There are extensive support mechanisms that people can draw
on (Vandehey & Shauff, 2001), of which family is possibly one of the most important
(Bor, Miller, & Goldman, 1993).
‘Other people tended to withdraw from me for a while and the worst reaction was from
my family . . . . I was basically thrown out of the family for the next 8 years until our
mother died in’ 95 and they didn’t want to know me. I spent so many Christmases by
myself with nothing to do’ [Dave].
The situation in which Dave found himself was not atypical (Bor et al., 1993), as
a number of those affected were ‘disowned’ by some, if not all, family members. Such
detachments have an extremely negative impact on individuals who ordinarily would
8 Y. Tsarenko and M. J. Polonsky
D
o
w
n
lo
ad
ed
 B
y:
 [
De
ak
in
 U
ni
ve
rs
it
y]
 A
t:
 0
1:
26
 2
2 
No
ve
mb
er
 2
01
0
draw on their family for emotional, psychological and even instrumental
support. Thus, the loss of these networks and resources is extremely damaging to
the transition of one’s identity (Kalichman, DiMarco, Austin, Luke, & DiFonzo,
2003).
In the case of Alex, when he disclosed his illness to his mother, his family took the
initiative and voluntarily attended an information session with the AIDS Council,
which in turn helped him to cope better:
‘But the best thing was my mum and sister went to AIDS Council . . .They went and
someone sat and spoke to them about what to expect and things like that so they accept
me freely’ [Alex].
Red ribbon culture – peer support
There are several professional and community-based organisations operating in the
HIV area whose aim is to provide support to people infected with, or affected by,
HIV. A support organisation can provide information to those with an illness in
regard to new treatments or even encourage adherence to their medication regime
(Gallant, 2003; Osterberg & Blaschke, 2005). Alternatively, groups can focus on
changing how society views those with the illness (Brashers, Haas, Neidig, &
Rintamaki, 2002). In this way, support organisations promote communal identity
while facilitating changes in the identity of individuals in terms of both how the
individuals view themselves and how they are viewed by society. As such, it is
suggested that engagement with these support services further facilitates the
transition of identity as well as enhancing perception of self.
‘. . . there was a group that the psychologists at [name of hospital] put me in touch with
[named organisation] and it was just a whole lot of people that would meet every week
in different people’s houses. . . . I went to every meeting for two years and it got my head
together and it got me back on my feet. I learned to live with HIV rather than die from
HIV . . .’ [Dave].
Many respondents who used peer support found this to be a highly valuable
resource. Those infected needed reassurance from peers that there are others in the
same position who have been through a similar situation and survived.
‘. . .meeting other women who were positive, I needed to see . . . because I never met, you
know, I’ve never known anyone who was HIV-positive so I needed to see that they were
actually real and that they were living’ [Hillary].
Such support has allowed individuals to develop new friendships, which
potentially replace those that are lost, if others (family and friends) disengage, as
well as to supplement existing relationships.
There was unanimity in positive opinions about the value of utilising peer
support provided by community-based organisations as a resource at various points
in the journey of identity transition. However, taking the first step of engaging with
this social support was quite difficult for some, especially if this related to a view of
the self as not being one of ‘them’, which possibly relates to the negative societal
stigma associated with HIV.
‘I thought I am not going to ask for help, who do they think I am, do they think I am
one of them? . . . I was, I had HIV, but I didn’t want to think like that, I am not like
those gay people, those druggies and that, I am better than them’ [Tom].
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Or, as recently diagnosed Sam recalls:
‘. . . take the pamphlet off the shelf in the waiting room . . . It’s a big step. You acquire
the phone number, you acquire the address, and then it takes a number of – I was going
to say hours, but it actually did take me two days or something, two or three days, for it
to sink in to my mind that I’m actually not alone. You’re consciously aware, but your
subconscious is in denial’ [Sam].
Some respondents did, however, voice less positive perspectives on some support
services. For example, Harry felt that the support groups had not evolved in terms of
cultural norms; he viewed them as being static, which in turn negatively affected
peoples’ identity transformation.
‘It helped me to see people who were living healthily with the virus after diagnosis and to
see that people could get on with their lives . . . I think the support groups reinforce the
old, they were set up in the old days to address people with real problems who are dying,
who really needed support just to survive . . .They do take on very much a
welfare-orientated modus operandi thinking. They don’t understand why I don’t need
to have my identity as part of them. They almost get offended by that. ‘Of course you
need us’ [Harry].
As a result, there may be incongruence between the goals of some support groups
and the goals that those who are infected want to achieve through their interactions
with these groups, which in some cases can lead to the individual’s disengaging from
the group. Thus, the existence of support resources alone does not mean that these
assist individuals in positively redefining themselves, especially if not all resources are
viewed as valuable. This is consistent with identity theory in that a person, whose set
of meanings is similar to those of the group, feels a sense of belonging and shares
group identity through a process of social comparison (Campbell, 2004). Harry’s
desire not to be associated with the group identity pertains to the inconsistency
between the one he aspires to be and the one portrayed by the support group. He
emphasises that community-based organisations should empower HIV-positive
people to control their lives rather than focus on the illness. Harry is trying to
emphasise the idea that community-based organisations should embrace more
diverse strategies of operation, aimed at empowering HIV-positive people to control
their lives, and take control over their current position and state, rather than placing
too much focus on the illness.
Instrumental social support
Social support, which is very often referred to in psychological and sociological
literatures as emotional support, is crucially important to people’s health and
wellbeing. However, instrumental support (Fritsch, 2005) that provides practical
help in the form of goods and services (Turner & Turner, 2006) also plays a
significant role in normalising the lives of people living with an HIV diagnosis.
Instrumental support is directly related to the illness (i.e. treatment and medication)
and to broader life issues, such as job assistance and housing. As such, instrumental
support often relates to tangible assistance and is provided by a cross section of
groups (Kaplan, Tomaszewski, & Gorin, 2004). Those respondents, who tapped into
instrumental support services, expressed their satisfaction with the range and quality
of services:
‘I think we are extraordinary well serviced in [name of capital city]. I actually think we
are a little bit spoilt with services’ [Mary].
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However, respondents identified that the system does have some deficiencies,
such as long-waiting lists, lack of mental health service providers and the fact that
services are frequently not convenient to access. It was also identified that while
services were provided, it was frequently up to the individual to identify relevant
providers, which often happened serendipitously when one support organisation
mentioned another. There was no overarching system of structured communication
and information provision about available support. While opportunities to engage
with groups were potentially available, in many instances these were left ‘unclaimed’
as those who were targeted were unaware of both the resources and how to access
them. Thus, the provision of resources does not necessarily result in their being
utilised.
‘What I found is until you actually get into the system you don’t know about anything. I
feel that I was lucky. I met all the right people when I moved here and they have all
taken me on the right journey and introduced me to everything and anything that has
been available. But I am the sort of person that will utilize things the right way. . . . . I
have learnt that if I don’t ask, then I will never know. I find a lot of people are very
hesitant at moving on and finding people to help them with where they are at’ [Alex].
The theory of stress and coping highlights that instrumental support reduces the
effect of stressful life events on health (Fekete, Geaghan, & Druley, 2009; Folkman,
Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 1986). However, the relationship
between support recipients and providers, determines the quality and value of
perceived support (Lakey & Cohen, 2000). These relationships are determined by
social identification, which suggests that people ‘only perceive and only receive social
support when they sense that they share self-defining group membership with those
in a position to provide it’ (Haslam, O’Brien, Jetten, & Penna, 2005, p. 366). This
implies that one’s illness trajectory requires a sense of self-acceptance, engagement
and taking control over the illness (i.e. ownership), which develops most effectively
when based on informational resources, as well as social and instrumental support.
Illness ownership: being positive – living positive
The individuals’ post diagnosis experiences facilitate their trajectory towards
reconstruction of a new identity (Baumgartner, 2007). The degree of illness
ownership and control over their lives is clearly a critical component of long-term
wellbeing (Shapiro, Angus, & Davis, 1997; Winkelman et al., 2005). Two main
sub-themes were identified, i.e. claiming ownership and reconstructing self, which are
discussed below.
Claiming ownership
As outlined in the preceding section, several of the respondents identified that, by
being proactive and seeking out services, they had a better life outcome (Stryker &
Burke, 2000). Respondents identified alternative forms of control and ownership
that had impact on their identity transition.
‘Well, last Sunday I’ve just passed 20 years. So, yeah, the power of the mind, I think, is
specifically with me. I have a very strong desire to beat this bloody virus. My whole life’s
been turned on its head. It’s been by far the single most surprising and appreciative
thing, rewarding thing, I’ve ever done for myself. The change in myself has been
fantastic. The outlook has – my outlook’s improved 100% . . . I know this might sound a
Psychology and Health 11
D
o
w
n
lo
ad
ed
 B
y:
 [
De
ak
in
 U
ni
ve
rs
it
y]
 A
t:
 0
1:
26
 2
2 
No
ve
mb
er
 2
01
0
bit cynical and a little bit of an obtuse way of saying this, but HIV actually saved my
life’ [Dave].
It should be noted that although Dave is now content with his life, he attempted
suicide several times in the early stages of his illness, post-diagnosis. This clearly
highlights the fact that change in identity is evolutionary and while there may be a
decline in the early stages, it is possible to reclaim a positive alternative identity
(Reeves, Merriam, & Courtenay, 1999). While not so dramatic in its revelations, the
following observations illustrate the potentially positive impact on an individual’s
identity of living with HIV. Acquiring HIV forced Dave, in some dramatic way, to
unlock and mobilise his inner resources and discover qualities that had lain dormant
and never been called upon until he became HIV-positive. In a similar vein, Tom
expressed himself thus:
‘Well, I’ve learnt I had more will power than I ever thought I had, I’ve learnt to be more
compassionate towards other people and I’ve also learnt, you know, to trust a few
people . . . and it’s made me more, how can I say it, gave me bigger perspective . . . . If I
am going to get older I am not going to get crankier, I want to enjoy my life. I don’t
want to drop that quality of life, I want to keep it’ [Tom].
As already noted, not all social networks are supportive. Tom and Dave’s
narratives indicate that, even though they had been shunned by their families when
diagnosed (i.e. at the most critical moment when they most needed support), this did
not result in their lives spiralling downwards. They took the diagnosis as an
opportunity to form a new perspective of life. Others have evolved to a state of
‘contentment’ where they feel they are now in control living with their illness. They
do not see HIV as controlling their lives; rather, HIV is seen as being a part of their
lives.
‘Well, like me, in my own situation I feel like the HIV is quite manageable and I’m not
really too worried about it anymore. I don’t want to become complacent, but I’m feeling
a bit more relaxed about it. . . . . I’d like to work more but my health has always stopped
me. Work gives more expression to self-identity and satisfaction. It makes you feel
valuable’ [Fred].
Fred does not know what his life might have been like without HIV. His identity
appears to be inextricably intertwined with being HIV-positive. However, he
acknowledges that the disease impairs his ability to work more, thus possibly limiting
his ability to assert his identity and fully secure his self-esteem.
Reconstructing self
Others recognise that they need to change and move beyond their past, at the same
time acknowledging that HIV is something that will potentially restrict some aspects
of their lives.
‘. . . I am looking to do the right, to get married and just move forward. I am not
planning to take any more drugs at all. Life is pretty good really. I have been pretty
‘charmed’ through all this. I am doing quite well. Since I have been diagnosed, I have
done more with my life than before diagnosed. I have been overseas four times actually.
I went once during my degree year briefly to America to a HIV-positive heterosexual
conference and I travelled to Hendrix’s gravesite, which was something that I needed to
do. I have completed a degree. I have been working the whole time.
[. . .] I do fear . . .And fear is – I mean a lot of aloneness to some extent, I mean I’m a bit
clingy from one relationship to another and there have been points where I’ve been able
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to stand on my own two feet and at the same time but I’ve always been searching, so
that’s a real – I’m not strong enough really to just be out there on my own. I mean I’m
not – I’m strong but I’m not that strong that I – and I’m quite sensitive . . .’ [Harry].
This passage illustrates the complexity and dynamics of the process of identity
change. It is apparent that Harry cannot maintain congruence between his appraisal
of himself and the identity standards to which he aspires. Consequently, he is in a
constant process of searching for an anchor in his life. By experiencing this
discrepancy, Harry unconsciously struggles to resolve internal conflict by finding
salience in all new experiences that will enable him to construct a new, meaningful,
sustainable identity. In doing so, he is achieving the congruence between the imputed
self-meaning and social identity standards. While the process of identity change is
natural and cyclical, the presence of HIV as a stressor amplifies the process of
interruption in identity change.
Another layer of complexity relates to the interrelationship between two bases of
identity: category-based (HIV-positive status) and role-based (relationships with
family), as is apparent from Sue’s revelation that her life is characterised by
disengagement, potentially the result of the non-disclosure of her HIV-positive
status. She has been facing both cognitive and emotional challenges in establishing a
new self-relevant identity.
‘The past 13 years my brother and my father, they have wondered – ‘Why doesn’t your
husband work? Why don’t you work?’ And I say – I have no answer for them. . . . It’s
been very hard, they question why we’re not at work, why haven’t you got children, you
know. But then I thought – who cares what they think? I don’t care anymore’ [Sue].
It is unclear whether Sue feels that she has re-built her identity or is attempting to
maintain her previous identity by not disclosing her HIV status and pretending that
nothing has changed. While she may say ‘who cares?’ it is apparent from her actions
and responses that in reality she does care about how she is viewed, and her
ambivalent construction of identity brings about a lack of meaning resulting in her
not seeing herself as part of a larger social structure. Her notion of taking control of
her illness is through disengagement and self-regulating her social interactions.
Finally, talking from personal experience, the longest survivor of HIV in
Australia admits:
‘. . . so I’m a survivor and I’ve always believed I was a survivor and I’ve never found life
emotional or psychological easy because all of my childhood . . .Well, people say to me
what’s the secret of my survival, and I say well, the first thing you have to understand is
no-one gets out of here alive and you can spend your life dying or you can spend your
life living. I think that psychological position makes you much stronger. I’ve always
taken control of my own situation like that [Andrew].
Further exploring what actually did help him to control his situation, Andrew
continues:
. . . I think not internalising your disease, not becoming your disease. For some people
the attention they get because they get a serious disease becomes the most attention
they’ve ever had in their lives and so they become in some strange ways dependent
on their disease’.
Two factors helped Andrew not only to survive but also to preserve optimism
and happiness: (1) constant learning about various aspect of HIV (when Internet still
was not around) which helped him to educate himself as well as to inform health
professionals; and (2) commitment to his family.
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‘But I’m a happy man really, you know. I didn’t expect to live this long. We always said
that our ambition was to see our son get through his education, he’s done that so our
wishes have been granted. I’m building a house. Whoever thought we’d be thinking
about our retirement?’ [Laughs] [Andrew].
This conscious action is consistent with control theory (Carver & Scheier, 1982;
Dickson, Knussen, & Flowers, 2008), where individuals feel that they can act to solve
their problems by addressing a perceived issue associated with their health and
mental state. This concept is more extensively explored in regard to health generally,
especially in terms of maintaining a drug regime when ill or undertaking preventative
action to avoid illness (Bolam, Hodgetts, Chamberlain, Murphy, & Gleeson, 2003;
Hagger, Anderson, Kyriakaki, & Darkings, 2007). It is evident from our study that
ownership (engaging positively with their illness) is an important component of
identity, which not only determines if people perceive themselves to be in control, or
powerless, but which, in turn, affects their identity trajectory from pre-illness identity
to illness identity.
Discussion
This research attempts to shed light on a problem posed by Whitehead who
concluded her research with the statement that ‘Not everyone had reached this level
of self-identity and reasons as to why some people were able to create a positive
outcome and others not remain largely unknown’(2006, p. 2244). Specifically, our
study contributes to the body of knowledge in the domain of self and identity in two
distinctive ways. First, building on previous work (Belk, 1988; Pierce, et al., 2003) we
extended knowledge of possessions and ‘undesired possession’ in particular, into the
domain of health and illness. While possessions are symbolic interpretations of self,
they assist individuals to better understand themselves and therefore create or
interpret their identity. Based on this, our second contribution is that we advanced
and examined the concept of psychological ownership (Pierce et al., 2003) as a
driving force in identity transition in HIV-positive people. Thus, the article has
aimed to portray the dialectics of identity transition and its concomitant meanings
for people facing trauma, using respondents who have HIV as the lens to explore this
issue. Specifically, this article emphasises the role of social engagement as a ‘set of
practices which permit people to express self-identity, to mark attachment to social
groups, to accumulate resources, to exhibit social distinction, to ensure participation
in social activities and more things beside’ (Warde, 1996, p. 304).
This study is unique as it provides a new perspective on how undesired
possessions (i.e. being HIV-positive) not only have impact on identity transition, but
also facilitate the acquisition of a new reconstructed identity. In our study, the
concept of possession departs from its more conventional meaning, which commonly
refers to material goods, and is extended to the domain of non-tangible undesired
possessions such as illness acquisition.
As was demonstrated throughout the findings, all our respondents came through
the turmoil of being diagnosed as being HIV-positive, and accepting their new
‘possession’ each in his/her own way. Others, such as Bamgartner (2007) also
identified that PLWHAs’ identities evolve, although in their case they suggested all
people ultimately embrace their new identity. We found that this is not always the
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case, as some people are negatively disposed towards their new identity and others
are continually struggling to define and accept who they have become.
Initially, individuals with an acquired undesired possession attempt to detach
themselves from this possession; they want to avoid the cost of ownership
(re-arrangement of priorities, focusing on the meaning of well-being; learning of
being in a new state, making unplanned decisions). Many of them have gone a long
way towards feeling empowered and essentially moving from a state of detachment
to one of control over their new state. While initial reconstructions of identity for
those being affected by a trauma are similar, subsequent identity trajectories
diverged depending on the degree to which respondents engaged (i.e. took
ownership) with their new state.
During traumatic events, engagement with various support mechanisms is
undoubtedly important (Dean 1986, Tewksbury & McGaughey 1998). However,
during trauma, individuals are initially preoccupied with their own distress. In the
case of stigmatised traumatic events, such as illness, it is more difficult to share one’s
experiences with others (Goffman, 1963), as the trauma affects how others view those
with the illness. Where stigma is associated with an undesired possession, such as
HIV, it will be more difficult for those affected to engage with social support,
because of the uncertainty associated with sharing information regarding their status
(Serovich, Kimberly, & Greene, 1998).
Active engagement (i.e. taking ownership) promotes the transition to a positive
identity, thereby improving one’s own welfare. While it appears to be very obvious
and quite trivial assertion, individuals with undesired possessions do not follow this
path directly. The engagement process often poses a dilemma as it presents a myriad
of very often mutually contradictory, emotive, cognitive and behavioural approaches
and choices. On the one hand, to assist individuals to cope with this stress and adapt
to new conditions, there is a system of support services, which range from informal
to formal networks and organisations. On the other hand, psychological literature
often points out the ambiguous nature of intervention of support mechanisms. While
this complexity should be appreciated, there are some implications for practitioners
who can undertake an active role in developing tailored approaches to support
mechanisms for both those infected and those affected in society. There is a clear
need for programmes that reduce the marginalisation and stigmatisation felt by those
infected with HIV.
Overall, social support ‘constrains identity in that it either facilitates or impedes
entry into and exit from social relationships’ (Simon, 2004, p. 24). These
relationships help those affected to establish and maintain their new identities and
to be content with their lives, demonstrating the reciprocal nature of category-based
(HIV status) and role-based (social relationships) identities.
All respondents identified that social support alone was not always sufficient and
that instrumental support was also essential (medical, social and psychological
services, housing assistance, access to charity funds) in facilitating identity
reconstruction, as well as improving daily functionality. Unfortunately, both forms
of support were used in an ad hoc fashion and people found that there were no
integrated structures linking the various support mechanisms together, thereby
inhibiting the potential value of such support.
The greater the conflict between individuals’ acquired undesired identity and
their desired identity, the less likely will be their active engagement with social
support. When this inconsistency occurs, individuals either focus on their loss of
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identity, which further suggests that they are searching for a new identity, while not
knowing exactly what they aspire to achieve (Sontag, 1991), or alternatively, they
may deny their new identity or even seek to defy existing societal perceptions of their
trauma identity (Schneider & Fassin, 2002). This results in an identity conflict, which
is consistent with the theory of identity development (Burke, 1991), that states that
people redefine themselves depending on their perceptions of the self and societal
perceptions of self. At a practical level, this highlights the important role of media in
facilitating the evolution of culture, whereby societal values become more accepting
of those facing trauma.
The main conclusions of this study are the following. This study demonstrates
that the sense of ownership and engagement will develop only after individuals
have undergone an initial redefining of identity (i.e. their identity develops after
acquiring the undesired possession). The trajectory of their newly constructed
identity will vary based on whether individuals see the trauma as directing their
lives or being an integral part of their lives. In particular, the degree of ownership
taken in regard to the trauma is affected by the degree of engagement with
support mechanisms; and effective engagement is important because it has
both positive identity outcomes and positive health-related outcomes (Gonzalez
et al., 2004).
Some limitations that potentially are avenues for future research should be
acknowledged. First, while our respondents were recruited through multiple
channels, they volunteered to participate in this study. Despite that not all of
them develop ownership of their illness and actively embrace identity transformation
our findings are limited to Caucasian population of Australians (even though some
of them had a European background). Given that Australia is a vastly diverse
country in composition of population, HIV-positive people from non-English
speaking backgrounds did not choose to participate in this research. Second, our
sample was focused on individuals who purported to be heterosexual, while taking
into consideration that MSM and gay sub-segments/cultures potentially can produce
some idiosyncrasies that are more pertinent to those communities. Third,
respondents in our study are predominantly individuals who acquired HIV when
it was regarded as a life threatening disease, whereas now, HIV is perceived as a
chronic illness. It is therefore possible that the inclusion of more recently diagnosed
people may yield new forms of ownership and as a result demonstrate less radical
transition process in identity transformation. Finally, while our findings provided
some implicit link between the connection of identity transition and behavioural
changes, these relationships and their impact on each other should be more explicitly
articulated in future research.
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